INTRODUCTION
Post-traumatic pleural effusion is an uncommon clinical entity, though it may occur after chest wall trauma, thoracentesis, or thoracotomy. Its most prominent feature is a high eosinophil count at pleural fluid cytology. 1 There are no previous reports of non-eosinophilic post-traumatic pleural effusion.
CASE DESCRIPTION

Case 1
A 25-year-old woman had a car accident with chest wall trauma and was evaluated elsewhere. Chest x-ray showed rib fractures, but no pleural effusion, and the woman was subsequently discharged. After one month, she complained of dyspnea and chest pain and underwent thoracentesis elsewhere. Fifteen days later, she was admitted to our hospital on account of symptom recurrence. As a result of another thoracentesis, 1,800 ml of fluid were drained (Table-1). As the patient reported no further complaints, she did not undergo pleural biopsy.
Case 2
A 60-year-old man had a car accident and experienced chest wall trauma. He was evaluated elsewhere, and chest x-ray showed sternal and bilateral rib fractures without pleural effusion. The man was then discharged. After one month, he complained of worsening left chest pain, and a chest x-ray demonstrated left pleural effusion. As a result of thoracentesis, 1,000ml of fluid were drained ( Table-1) . Pleural effusion recurred and he underwent a diagnostic videothoracoscopy with pleural biopsy that demonstrated reactive pleuritis with negative cultures. There were no recurrences.
Case 3
A 36-year-old woman underwent a surgical procedure for thoracic scoliosis correction with partial costectomy of five ribs. After a five-week uneventful post-operative period, she had pleuritic chest pain. A chest x-ray showed pleural effusion, and thoracentesis revealed a lymphocytic exudate (Table-1) . Pleural effusion recurred, and she underwent a diagnostic videothoracoscopy with pleural biopsy that demonstrated chronic pleuritis. There was no recurrence.
DISCUSSION
The etiology of post-traumatic eosinophilic pleural effusion is attributed to immune complex reaction, probably related to the presence of air or blood in the pleural space. [2] [3] [4] [5] [6] To the authors´ knowledge, there are no reports of lymphocytic pleural effusion associated with post-traumatic conditions.
The patients had extensive chest wall trauma and rib fractures. However, no sign of pleural space violation was detected during the early post-trauma period, which could explain the absence of eosinophils upon post-traumatic pleural effusion analysis. 2 The patients developed symptoms one month after the trauma and had a recurrent lymphocitic exudative pleural effusion.
Although there is a high incidence of small pleural effusion immediately after cardiac surgery, 7 a series of lymphocitic pleural effusions with low LDH occurring more than 1 month after coronary artery bypass grafting (CABG) has been described. 8 This type of pleural effusion could be related to the local trauma involved with CABG, which could lead to a local immunological reaction, interruption of pleural lymphatics, or leakage of fluid from the mediastinum. Our patients had extensive subpleural trauma and hematoma due to rib fractures, and possibly a mediastinal hematoma in case 2, similar to that observed in CABG. Indeed, pleural fluid analysis demonstrated similar LDH and cell count results. Consequently, we believe the mechanism might be the same.
Post-traumatic lymphocitic pleural effusion is a rare clinical entity that is probably related to subpleural trauma or dissection, and may recur and be treated with pleural drainage. 
